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Abstract

Introduction: Conditional Cash Transfers (CCTs) have been largely used in the world during the past decades, since
they are known for enhancing children’s human development and promoting social inclusion for the most deprived
groups. In other words, CCTs seek to create life chances for children to overcome poverty and exclusion, thus reducing
inequality of opportunity. The main goal of the present article is to identify studies capable of showing if CCTs create
equality of opportunity in health for children in low and middle-income countries.

Methodology: Comprehensive literature searches were conducted in the Academic Search Complete (EBSCO),
PubMed/Medline, Scopus and Web of Science electronic bibliographic databases. Relevant studies were searched using
the combination of key words (either based on Medical Subject Headings (MeSH) terms or free text terms) related to
conditional cash transfers, child health and equality of opportunity. An integrative research review was conducted on 17
quantitative studies.

Results: The effects of CCTs on children’s health outcomes related to Social Health Determinants were mostly positive
for immunization rates or vaccination coverage and for improvements in child morbidity. Nevertheless, the effects of
CCTs were mixed for the child mortality indicators and biochemical or biometric health outcomes.

Conclusions: The present literature review identified five CCTs that provided evidence regarding the creation of health
opportunities for children under 5 years old. Nevertheless, cash transfers alone or the use of conditions may not be able
to mitigate poverty and health inequalities in the presence of poor health services.

Keywords: Child health, Equality of opportunity, Cash transfers, Social determinants of health, Equity, Policy, Development

Background
Conditional cash transfers (CCTs) are regular money
transfers to poor households given under conditions
related to the use of health services, the uptake of food
and nutritional supplementation, the enrollment and
attendance of children and adolescents in school [1].
CCTs were initially implemented in Mexico, Brazil and
Bangladesh in the 1990s, but they have been largely used

in the world during the past decades, including programs
initiated in more advanced economies such as the US [2].
Their success is based on the assumption that they are

able to enhance children’s human development [3] through
improvements of health and schooling of poor and vulner-
able children, contributing to breaking the intergenera-
tional poverty cycle [4] and social inclusion of the deprived
groups [5]. In other words, CCTs seek to create life
chances for children to overcome poverty and exclusion,
thus reducing inequality of opportunity.

Inequality of opportunity in health and CCTs
Inequality of opportunity is concerned with the outcome
disparities sourced by factors considered unfair which
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are defined as circumstances exogenous to the individuals
[6, 7], such as parental socioeconomic characteristics,
financial hardships in early childhood, and birth character-
istics which include sex, race and ethnicity [8, 9]. From
this perspective, individuals with the same circumstances
are aggregated into social groups that indicate a situation
in which some are more privileged than others. Therefore,
equality of opportunity is achieved when opportunities
between social groups are equally distributed [7], so their
differences in outcome are not influenced by circum-
stances, but from individual aspects alone [8].
For the specific case of health, inequality of opportunity

is related to what is known as health inequities. This con-
cept defines that avoidable inequalities in health are fueled
by the Social Determinants of Health (SDH), which are
“the conditions in which individuals are born, grow, work,
live, and age” [10]. Health inequalities sourced by SDH are
seen as the root for the great discrepancies in health status
in the world [11], demanding the increase of equitable
initiatives [12] such as CCTs.

Purpose and context of the present study
The main goal of the present study is to identify studies
capable of showing if CCTs create equality of opportunity
in health for children under 5 years in low and middle-
income countries. Our research question is “Do CCTs pro-
mote equality of opportunity in health for children under
five years old in low and middle- income countries?”.
We focus on the specific case of child health because it

remains a major public health concern in low and middle-
income regions [3]. In addition, children in the first 5
years of life living in these countries usually face multiple
health risks [13], which can hamper child development
and negatively influence an individual’s life course [14].
For this reason, CCTs seems to be an effective social inter-
vention capable of addressing immediate and underlying
causes of poor child health, since they have presented
positive effects in the use of healthcare services and
income deprivation by beneficiary children [15]. Hence,
the provision of better access to health by CCTs should
create equality of opportunity in health if they reduce the
influence of health inequities on the health outcomes of
vulnerable groups, especially the younger generations.
Finally, studies concerning inequality of opportunity in

health have been usually explored in more developed set-
tings [16], but since CCTs have emerged as a key equitable
policy in low and middle- income countries [2], it is time
to understand if these programs create equality of oppor-
tunity in health for children in these locations.

Methods
An integrative literature review was conducted with the
purpose to comprehend if CCTs create equality of oppor-
tunity in health for children. Differently from other types

of reviews, this method discusses and summarizes a
particular topic, contributing to theory development and
influencing practice and policymaking [17] An integrative
research review was conducted because a meta-analysis
was not feasible due to the heterogeneity of the studies.

Eligibility criteria
For the purpose of the present study, the promotion of
equality of opportunity in health is identified when there
are improvements in health outcomes of children under
5 years old related to SDH and enrolled in a CCT pro-
gram. We identified the SDH during the phase of the
full-article reading.
We defined eligible health outcomes to be: (i) biochem-

ical or biometric health outcomes with recognized rela-
tionships to illnesses or health conditions, such as height,
weight, BMI, hemoglobin A1C, etc. (ii) measures of
disease incidence, prevalence, morbidity and mortality;
(iii) reported general health status, and (iv) utilization of
health services.
We focused specifically on children from 0 to 5 years

old since this life stage is critical for child development
and life course [13]. Therefore, studies focusing on the
effects of CCTs on the health of children from 5 to
9 years old, adolescent health, adult health and elderly
people’s health were excluded. Low and middle-income
countries were classified according to the cut-off criteria
proposed by the World Bank [18].
Studies have been published between January of 2006

and June of 2016 in English, Portuguese and Spanish,
with quantitative or mixed methods. Qualitative work,
case reports, conference papers, book chapters, books,
study protocols, papers not including original data such
as editorials, letters to the editor and commentaries were
excluded. The same applies to the studies that were not
published as full reports. Thirteen reviews were retrieved
from our search, but they were excluded since they did
not present any results specifically for our targeted ages,
did not have any of our desired child health outcomes or
the results were included in a larger revision of financial
incentive programs in health, so we were unable to
separate their effects from other interventions.
We have included only peer-reviewed work, so no gray

literature was considered. Nevertheless, in the case
where we could not access the original study from data-
bases, we considered a previous version of the article
available online as a working or discussion paper. In the
end, only two studies could not be accessed.

Search methods for identification of studies
Comprehensive literature searches were conducted in
the electronic bibliographic databases Academic Search
Complete (EBSCO), PubMed/Medline, Scopus and Web
of Science. Relevant studies were searched using the
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combination of key words (either based on MeSH terms
or free text terms) related to conditional cash transfer,
child health and equality of opportunity.
In addition, studies were also identified through consult-

ing selected articles’ references lists. More detailed descrip-
tion of the search terms is available in Additional file 1.

Data collection and analysis
The literature selection process was based on screening
the title and abstract of the searched results. After apply-
ing the inclusion and exclusion criteria, a full-article read-
ing was conducted in order to identify eligible articles.
During this stage, additional literature was identified
through consulting selected articles’ references lists. The
flow of studies through the selection process is detailed in
Fig. 1 according to Prisma guidelines [19].
Two researchers [RCBS and LBAM] screened all titles

and abstracts and also participated in the selection
process. Discrepancies were resolved by discussion by

these two researchers, until agreement on inclusion or
exclusion of the study was reached. The final sample
contained articles that had classified data according to
methodological research design, CCT program, country
and related children’s health outcomes in Table 1.

Results
The literature search resulted in 1443 papers, including
empirical and theoretical studies. During the second
phase of the literature selection process, 114 articles
were fully screened, and 17 articles were selected for
analysis after applying the inclusion and exclusion
criteria (Fig. 1). The majority of selected articles focused
on CCTs programs located in Latin America (n = 13)
following studies about CCTs based in Asia (n = 3) and
Africa (n = 1) (Table 1). Moreover, the majority of the
articles were delineated as quasi-experimental and
experimental study designs (n = 8) and six papers were
classified as observational studies. There were also

Fig. 1 Literature selection process

Cruz et al. International Journal for Equity in Health  (2017) 16:161 Page 3 of 12



Ta
b
le

1
Se
le
ct
ed

St
ud

ie
s,
C
C
T
pr
og

ra
m
,c
ou

nt
ry
,s
tu
dy

de
si
gn

,S
D
H
as
so
ci
at
ed

to
be

ne
fic
ia
rie
s
an
d
he

al
th

ou
tc
om

es

N
o.

Ti
tle

of
st
ud

y
C
C
T
Pr
og

ra
m

C
ou

nt
ry

D
es
ig
n

SD
H
as
so
ci
at
ed

w
ith

be
ne

fic
ia
rie
s

H
ea
lth

ou
tc
om

es
M
ai
n
re
su
lts

1
Th
e
im

pa
ct

of
M
ex
ic
o’
s
co
nd

iti
on

al
ca
sh

tr
an
sf
er

pr
og

ra
m
m
e,

O
po

rt
un

id
ad
es
,o
n
bi
rt
hw

ei
gh

t
[3
7]

O
po

rt
un

id
ad
es

M
ex
ic
o

Ex
pe

rim
en

ta
l

Lo
w
-in

co
m
e
an
d

un
de

rp
riv
ili
ge

d
lo
ca
tio

ns
(ru

ra
la
re
a)
,i
nd

ig
en

ou
s

ba
ck
gr
ou

nd

Es
tim

at
io
n
of

th
e
im

pa
ct

of
th
e
pr
og

ra
m
m
e
on

bi
rt
hw

ei
gh

t
in

gr
am

s
an
d

lo
w

bi
rt
h-

w
ei
gh

t
(<
25
00

g)

O
po

rt
un

id
ad
es

be
ne

fic
ia
ry

st
at
us

w
as

as
so
ci
at
ed

w
ith

hi
gh

er
bi
rt
hw

ei
gh

t
(1
27
.3
g)

am
on

g
pa
rt
ic
ip
at
in
g
w
om

en
an
d
a
4.
6
pe

rc
en

ta
ge

po
in
t

re
du

ct
io
n
in

lo
w

bi
rt
hw

ei
gh

t.

2
Em

po
w
er
in
g
w
om

en
:h
ow

M
ex
ic
o’
s

co
nd

iti
on

al
ca
sh

tr
an
sf
er

pr
og

ra
m
m
e

ra
is
ed

pr
en

at
al
ca
re

qu
al
ity

an
d
bi
rt
h

w
ei
gh

t
[3
8]

O
po

rt
un

id
ad
es

M
ex
ic
o

Ex
pe

rim
en

ta
l

Lo
w
-in

co
m
e
an
d

un
de

rp
riv
ili
ge

d
lo
ca
tio

ns
(ru

ra
la
re
a)
,i
nd

ig
en

ou
s

ba
ck
gr
ou

nd

Es
tim

at
io
n
of

th
e
im

pa
ct

of
th
e
pr
og

ra
m
m
e
on

bi
rt
hw

ei
gh

t
in

gr
am

s
an
d

lo
w

bi
rt
h-

w
ei
gh

t
(<
25
00

g)

St
ud

y
sh
ow

ed
th
at

bi
rt
h

w
ei
gh

t
of

be
ne

fic
ia
rie
s
ar
e
on

av
er
ag
e
12
7.
3
g
hi
gh

er
th
an

no
n-
be

ne
fic
ia
rie
s
an
d
th
at

th
e

in
ci
de

nc
e
of

lo
w

bi
rt
h
w
ei
gh

t
is
44
.5
%

lo
w
er

am
on

g
be

ne
fic
ia
rie
s.
Th
ey

al
so

fo
un

d
th
at

th
e
im

pr
ov
em

en
t
in

bi
rt
h

ou
tc
om

es
is
en

tir
el
y
ex
pl
ai
ne

d
by

be
tt
er
qu

al
ity

of
pr
en
at
al
ca
re
.

3
A
he

al
th
ie
r
st
ar
t:
Th
e
ef
fe
ct

of
co
nd

iti
on

al
ca
sh

tr
an
sf
er
s
on

ne
on

at
al
an
d
in
fa
nt

m
or
ta
lit
y
in

ru
ra
lM

ex
ic
o
[2
4]

Pr
og

re
sa

(la
te
r
ca
lle
d

O
po

rt
un

id
ad
es
)

M
ex
ic
o

Ex
pe

rim
en

ta
l

Re
ci
pi
en

ts
ha
d
hi
gh

er
ill
ite
ra
cy

ra
te
s
an
d
le
ss

ac
ce
ss

to
el
ec
tr
ic
ity
.

Ev
al
ua
tio

n
of

th
e
im

pa
ct

of
th
e
M
ex
ic
an

co
nd

iti
on

al
ca
sh

tr
an
sf
er

pr
og

ra
m

on
in
fa
nt

an
d
ne

on
at
al

m
or
ta
lit
y

Pr
og

re
sa

le
d
to

a
la
rg
e
17
%

de
cl
in
e
in

ru
ra
li
nf
an
t
m
or
ta
lit
y

am
on

g
th
e
tr
ea
te
d,

bu
t
di
d
no

t
re
du

ce
ne

on
at
al
m
or
ta
lit
y
on

av
er
ag
e.

Th
e
be

ne
fit
–c
os
t
ra
tio

is
be

tw
ee
n
1.
3
an
d
3.
6.
Te
st
s
fo
r

he
te
ro
ge

ne
ity

sh
ow

la
rg
er

de
cl
in
es

fo
r
so
m
e
gr
ou

ps
in
cl
ud

in
g
th
os
e
m
un

ic
ip
al
iti
es

w
ho

se
pr
e-
pr
og

ra
m

le
ve
ls
of

m
or
ta
lit
y
w
er
e
ab
ov
e
th
e

m
ed

ia
n,
an
d
th
os
e
th
at

pr
io
r
to

th
e
pr
og

ra
m

ha
d
hi
gh

er
ill
ite
ra
cy

ra
te
s,
an
d
le
ss

ac
ce
ss

to
el
ec
tr
ic
ity
.

4
Er
ad
ic
at
in
g
di
se
as
es
:T
he

ef
fe
ct

of
co
nd

iti
on

al
ca
sh

tr
an
sf
er
s
on

va
cc
in
at
io
n
co
ve
ra
ge

in
ru
ra
l

N
ic
ar
ag
ua

[2
1]

Re
d
de

Pr
ot
ec
ci
on

So
ci
al

N
ic
ar
ag
ua

Ex
pe

rim
en

ta
l

Lo
w
-in

co
m
e
an
d

un
de

rp
riv
ili
ge

d
lo
ca
tio

ns
,

m
ot
he

r
w
ith

a
lo
w

ed
uc
at
io
na
ll
ev
el

Ev
al
ua
tio

n
of

th
e
im

pa
ct

of
th
e
N
ic
ar
ag
ua
n
pr
og

ra
m

on
va
cc
in
at
io
n
co
ve
ra
ge

D
ou

bl
e-
di
ffe
re
nc
e
es
tim

at
es

sh
ow

ed
th
e
pr
og

ra
m

le
d
to

la
rg
e
in
cr
ea
se
s
in

va
cc
in
at
io
n

co
ve
ra
ge

,a
nd

th
es
e
re
su
lte
d
in

va
cc
in
at
io
n
le
ve
ls
gr
ea
te
r
th
an

95
%

fo
r
so
m
e
va
cc
in
es

5
M
or
e
ev
id
en

ce
on

th
e
im

pa
ct

of
In
di
a’
s
co
nd

iti
on

al
ca
sh

tr
an
sf
er

pr
og

ra
m
,J
an
an
iS
ur
ak
sh
a
Yo

ja
na
:

Q
ua
si
-e
xp
er
im

en
ta
le
va
lu
at
io
n
of

th
e

ef
fe
ct
s
on

ch
ild
ho

od
im

m
un

iz
at
io
n

an
d
ot
he

r
re
pr
od

uc
tiv
e
an
d
ch
ild

he
al
th

ou
tc
om

es
[2
0]

Ja
na
ni

Su
ra
ks
ha

Yo
ja
na

In
di
a

Q
ua
si
-e
xp
er
im

en
ta
l

de
si
gn

Lo
w
-in

co
m
e
an
d

un
de

rp
riv
ili
ge

d
lo
ca
tio

ns
,

et
hn

ic
ity

ba
ck
gr
ou

nd

Ev
al
ua
tio

n
of

th
e
im

pa
ct

of
JS
Y
on

im
m
un

iz
at
io
n
ra
te
s

Re
ce
ip
to

ff
in
an
ci
al
as
sis
ta
nc
e
fro
m

Ja
na
ni
Su
ra
ks
ha

Yo
ja
na

le
d
to

an
in
cr
ea
se

in
im
m
un
iza
tio
n
ra
te
s

ra
ng

in
g
fro
m

3.
1)
pe
rc
en
ta
ge

po
in
ts
fo
ro

ne
do

se
of
po

lio
va
cc
in
e
to

9.
1
pe
rc
en
ta
ge

po
in
ts

in
th
e
pr
op

or
tio
n
of
fu
lly

va
cc
in
at
ed

ch
ild
re
n.

6
Bo

ls
a
Fa
m
ili
a

Br
az
il

Lo
w
-in

co
m
e
lo
ca
tio

n

Cruz et al. International Journal for Equity in Health  (2017) 16:161 Page 4 of 12



Ta
b
le

1
Se
le
ct
ed

St
ud

ie
s,
C
C
T
pr
og

ra
m
,c
ou

nt
ry
,s
tu
dy

de
si
gn

,S
D
H
as
so
ci
at
ed

to
be

ne
fic
ia
rie
s
an
d
he

al
th

ou
tc
om

es
(C
on

tin
ue
d)

N
ut
rit
io
na
lc
on

di
tio

n
of

ch
ild
re
n
w
ho

be
ne

fit
fro

m
th
e
“B
ol
sa

Fa
m
íli
a”

pr
og

ra
m
m
e
in

a
ci
ty

of
no

rt
hw

es
te
rn

Sã
o
Pa
ul
o
St
at
e,
Br
az
il
[3
1]

O
bs
er
va
tio

na
l,

cr
os
s-
se
ct
io
n
st
ud

y
A
ss
es
sm

en
t
of

H
ei
gh

t
fo
r

ag
e,
W
ei
gh

t
fo
r
ag
e,
W
ei
gh

fo
r
he

ig
ht
,B
M
If
or

ag
e
in

z-
sc
or
es

fo
r
ch
ild
re
n

en
ro
lle
d
in

Bo
ls
a
Fa
m
ili
a

8.
8%

of
th
e
ch
ild
re
n

ha
ve
de

fic
its

co
nc
er
ni
ng

he
ig
ht
/a
ge

an
d
4.
2%

ha
ve

de
fic
its

co
nc
er
ni
ng

w
ei
gh

t/
ag
e;

8.
1%

an
d
7.
4%

ar
e
ov
er
w
ei
gh

t
co
nc
er
ni
ng

w
ei
gh

t/
ag
e
an
d

w
ei
gh

t/
he

ig
ht
;4
.6
%

of
th
e

ch
ild
re
n
un

de
r
2
ye
ar
s
ol
d
ha
ve

hi
gh

er
w
ei
gh

t
th
an

th
e

ex
pe

ct
ed

fo
r
th
ei
r
ag
e
an
d
al
so

fo
r
th
ei
r
he

ig
ht
,a
nd

7.
8%

of
th
e
ch
ild
re
n
ha
ve

lo
w

he
ig
ht

fo
r
th
ei
r
ag
e.
Th
e
pr
ev
al
en

ce
of

w
ei
gh

t
de

fic
it
an
d
ex
ce
ss

in
ch
ild
re
n
ob

se
rv
ed

in
th
is
st
ud

y
w
er
e
si
m
ila
r
to

th
os
e
fo
un

d
in

ot
he

r
re
gi
on

s
of

Br
az
il.

7
Es
ta
do

nu
tr
ic
io

de
do

s
ge

ne
ra
ci
on

es
de

he
rm

an
os
(a
s)
<
de

5
añ
os

de
ed

ad
be

ne
fic
ia
rio

s(
as
)
de

O
po

rt
un

id
ad
es
,e
n
co
m
un

id
ad
es

ru
ra
le
s
m
ar
gi
na
da
s
de

C
hi
ap
as
,

M
éx
ic
o
[3
9]

O
po

rt
un

id
ad
es

M
ex
ic
o

O
bs
er
va
tio

na
l,

co
ho

rt
st
ud

y
Lo
w
-in

co
m
e
an
d

un
de

rp
riv
ile
ge

d
lo
ca
tio

n
(ru

ra
la
re
a)
,e
th
ni
ci
ty

A
ss
es
sm

ee
nt

of
H
ei
gh

t
fo
r

ag
e,
W
ei
gh

t
fo
r
ag
e,
W
ei
gh

fo
r
he

ig
ht

of
ch
ild
re
n

en
ro
lle
d
in

O
po

rt
un

id
ad
es

43
.4
%

of
br
ot
he

rs
an
d
si
st
er
s

ev
al
ua
te
d
in

20
10
–2
01
1

sh
ow

ed
st
un

tin
g,

un
de

rw
ei
gh

t
pr
ev
al
en

ce
de

cl
in
ed

fro
m

18
%

to
13
.2
%
,w

as
tin

g
(lo
w

w
ei
gh

t
fo
r
he

ig
ht
)
in
cr
ea
se
d
fro

m
8.
1%

to
10
.4
%
.O

ve
rw

ei
gh

t
an
d

ob
es
ity

in
cr
ea
se
d
si
gn

ifi
ca
nt
ly

by
12

pe
rc
en

ta
ge

po
in
ts

am
on

g
br
ot
he

rs
an
d
si
st
er
s,

fro
m

24
.8
%

in
20
02
–2
00
3
to

36
.8
%

in
20
10
–2
01
1.

8
Th
e
Co

m
bi
ne
d
Ef
fe
ct
s
of

th
e
Ex
pa
ns
io
n

of
Pr
im
ar
y
H
ea
lth

Ca
re
an
d
Co

nd
iti
on

al
Ca
sh

Tr
an
sf
er
s
on

In
fa
nt

M
or
ta
lit
y
in

Br
az
il,
19
98
–2
01
0
[2
5]

Bo
ls
a
Fa
m
ili
a

Br
az
il

M
ix
ed

ec
ol
og

ic
al

de
si
gn

,c
om

bi
ni
ng

an
ec
ol
og

ic
al
m
ul
tip

le
-

gr
ou

p
de

si
gn

w
ith

a
tim

e-
tr
en

d
de

si
gn

Lo
w
-in

co
m
e
lo
ca
tio

n
Ev
al
ua
tio

n
of

th
e
ef
fe
ct
s

of
Bo

ls
a
Fa
m
ili
a
on

po
st
ne

on
at
al
m
or
ta
lit
y

Th
e
as
so
ci
at
io
n
of

hi
gh

er
Fa
m
ily

H
ea
lth

Pr
og

ra
m

(F
H
P)

co
ve
ra
ge

w
ith

lo
w
er

po
st
ne

on
at
al
in
fa
nt

m
or
ta
lit
y
be

ca
m
e
st
ro
ng

er
as

BF
P
co
ve
ra
ge

in
cr
ea
se
d.

9
C
hi
ld

he
al
th

in
ru
ra
lM

ex
ic
o:
H
as

pr
og

re
sa

re
du

ce
d
ch
ild
re
n’
s
m
or
bi
di
ty

ris
ks
?
[2
3]

Pr
og

re
sa

(la
te
ly
ca
lle
d

O
po

rt
un

id
ad
es
)

M
ex
ic
o

Ex
pe

rim
en

ta
l

Lo
w
-in

co
m
e
lo
ca
tio

n
Im

pa
ct

of
Pr
og

re
sa

on
ch
ild

M
or
bi
di
ty

(in
ci
de

nc
e
of

di
ar
rh
oe

a
an
d
ac
ut
e

re
sp
ira
to
ry

in
fe
ct
io
ns
)

Pr
og

re
sa

co
nt
rib

ut
ed

to
re
du

ci
ng

m
or
bi
di
ty

ra
te
s.
Th
e

au
th
or
s
fo
un

d
th
at

fo
r
bo

th
di
se
as
es

un
de

r
st
ud

y,
th
e

Pr
og

ra
m
m
e
ef
fe
ct

w
as

m
ai
nl
y

du
e
to

a
de

cr
ea
se

in
th
e

m
or
bi
di
ty

ris
ks

of
ch
ild
re
n
ag
ed

be
tw

ee
n
24

an
d
59

m
on

th
s.

H
ow

ev
er
,t
he

ev
id
en

ce
of

a
Pr
og

ra
m
m
e
ef
fe
ct

w
as

st
ro
ng

er
fo
r
di
ar
rh
oe

a
th
an

fo
r

re
sp
ira
to
ry

in
fe
ct
io
ns
.

10
Ro

le
of

ca
sh

in
co
nd

iti
on

al
ca
sh

tr
an
sf
er

pr
og

ra
m
m
es

fo
r
ch
ild

he
al
th
,

O
po

rt
un

id
ad
es

M
ex
ic
o

Ex
pe

rim
en

ta
l

H
ou

se
ho

ld
s
w
ith

a
lo
w
-in

co
m
e
le
ve
l

Im
pa
ct

of
O
po

rt
un

id
ad
es

on
H
ei
gh

t
fo
r
ag
e,
W
ei
gh

t
A
do

ub
lin
g
of

ca
sh

tr
an
sf
er
s

w
as

as
so
ci
at
ed

w
ith

hi
gh

er

Cruz et al. International Journal for Equity in Health  (2017) 16:161 Page 5 of 12



Ta
b
le

1
Se
le
ct
ed

St
ud

ie
s,
C
C
T
pr
og

ra
m
,c
ou

nt
ry
,s
tu
dy

de
si
gn

,S
D
H
as
so
ci
at
ed

to
be

ne
fic
ia
rie
s
an
d
he

al
th

ou
tc
om

es
(C
on

tin
ue
d)

gr
ow

th
,a
nd

de
ve
lo
pm

en
t:
an

an
al
ys
is

of
M
ex
ic
o’
s
O
po

rt
un

id
ad
es

[4
0]

fo
r
ag
e,
W
ei
gh

fo
r
he

ig
ht
,

BM
If
or

ag
e,
ha
em

og
lo
bi
n

co
nc
en

tr
at
io
n,
nu

m
be

r
of

si
ck

da
ys

in
th
e
4
w
ee
ks

be
fo
re

th
e
su
rv
ey

he
ig
ht
-fo

r-
ag
e
Z
sc
or
e

(β
0.
20
,9
5%

C
I0
.0
9–
0.
30
;

p
<
0·
00
01
),
lo
w
er

pr
ev
al
en

ce
of

st
un

tin
g
(−
0.
10
,−

0.
16

to
−
0.
05
;p

<
0·
00
01
),
lo
w
er

bo
dy
-m

as
s
in
de

x
fo
r
ag
e

pe
rc
en

til
e
(−
2.
85
,−

5.
54

to
−
0.
15
;p

=
0.
04
),
an
d
lo
w
er

pr
ev
al
en

ce
of

be
in
g

ov
er
w
ei
gh

t
(−
0.
08
,−

0.
13

to
−
0.
03
;p

=
0.
00
1)
.A

do
ub

lin
g

of
ca
sh

tr
an
sf
er
s
w
as

al
so

as
so
ci
at
ed

w
ith

ch
ild
re
n
do

in
g

be
tt
er

on
a
sc
al
e
of

m
ot
or

de
ve
lo
pm

en
t,
th
re
e
sc
al
es

of
co
gn

iti
ve

de
ve
lo
pm

en
t,
an
d

w
ith

re
ce
pt
iv
e
la
ng

ua
ge
.

11
In
di
a’
s
Ja
na
ni

Su
ra
ks
ha

Yo
ja
na
,a

co
nd

iti
on

al
ca
sh

tr
an
sf
er

pr
og

ra
m
m
e

to
in
cr
ea
se

bi
rt
hs

in
he

al
th

fa
ci
lit
ie
s:

an
im

pa
ct

ev
al
ua
tio

n
[2
8]

Ja
na
ni

Su
ra
ks
ha

Yo
ja
na

In
di
a

O
bs
er
va
tio

na
l,
ca
se
-

co
nt
ro
ls
tu
dy

Lo
w
-in

co
m
e
w
om

en
w
ith

lo
w
-
ed

uc
at
io
na
l

le
ve
ls
,e
th
ni
ci
ty

Ef
fe
ct
s
of

JS
Y
on

ch
ild

m
or
ta
lit
y
(p
er
in
at
al
de

at
hs

pe
r
10
00

pr
eg

na
nc
ie
s
an
d

ne
on

at
al
de

at
hs

pe
r
10
00

liv
eb

irt
hs
)

Th
e
po

or
es
t
an
d
le
as
t
ed

uc
at
ed

w
om

en
di
d
no

t
al
w
ay
s
ha
ve

th
e
hi
gh

es
t
od

ds
of

re
ce
iv
in
g

JS
Y
pa
ym

en
ts
.J
SY

ha
d
a

si
gn

ifi
ca
nt

ef
fe
ct

on
in
cr
ea
si
ng

an
te
na
ta
lc
ar
e
an
d
in
-fa
ci
lit
y

bi
rt
hs
.I
n
th
e
m
at
ch
in
g
an
al
ys
is
,

JS
Y
pa
ym

en
t
w
as

as
so
ci
at
ed

w
ith

a
re
du

ct
io
n
of

3.
7
pe
rin
at
al

de
at
hs

pe
r1

00
0
pr
eg
na
nc
ie
s

an
d
2.
3
ne
on

at
al
de
at
hs

pe
r

10
00

liv
eb
irt
hs
.I
n
th
e
w
ith

-
ve
rs
us
-w
ith

ou
t
co
m
pa
ris
on

,t
he

re
du

ct
io
ns

w
er
e
4.
1
pe
rin
at
al

de
at
hs

pe
r1

00
0
pr
eg
na
nc
ie
s

an
d
2.
4
ne
on

at
al
de
at
hs

pe
r1

00
0
liv
eb
irt
hs

12
Ef
fe
ct
s
of

a
co
nd

iti
on

al
ca
sh

tr
an
sf
er

pr
og

ra
m
m
e
on

ch
ild

nu
tr
iti
on

in
Br
az
il
[2
9]

Bo
ls
a
Fa
m
ili
a

Br
az
il

O
bs
er
va
tio

na
l,
cr
os
s-

se
ct
io
n
st
ud

y
Lo
w
-in

co
m
e
an
d

un
de

rp
riv
ili
ge

d
lo
ca
tio

ns
,

lo
w
-e
du

ca
tio

na
ll
ev
el
of

th
e
he

ad
of

th
e
fa
m
ily
,

fe
m
al
e
he

ad
ed

ho
us
eh

ol
d,

ho
us
es

w
ith

la
ck

of
pi
pe

d
w
at
er

an
d
el
ec
tr
ic
ity

Ef
fe
ct

of
Bo

ls
a
Fa
m
ili
a
on

he
ig
ht

fo
r
ag
e,
w
ei
gh

t
fo
r

ag
e
an
d
w
ei
gh

t
fo
r
he

ig
ht

z-
sc
or
es

C
hi
ld
re
n
fro

m
fa
m
ili
es

ex
po

se
d

to
th
e
BF
P
w
er
e
26
%

m
or
e

lik
el
y
to

ha
ve

no
rm

al
he
ig
ht

fo
r

ag
e
th
an

th
os
e
fro

m
no

n-
ex
po

se
d
fa
m
ili
es
;t
hi
s

di
ffe
re
nc
e
al
so

ap
pl
ie
d
to

w
ei
gh

t
fo
ra
ge
.N

o
st
at
ist
ic
al
ly

sig
ni
fic
an
t
de
fic
it
in
w
ei
gh

t
fo
r

he
ig
ht

w
as

fo
un

d.
St
ra
tif
ic
at
io
n

by
ag
e
gr
ou

p
re
ve
al
ed

19
%

an
d
41
%
hi
gh

er
od

ds
of

ha
vi
ng

no
rm

al
he
ig
ht

fo
ra
ge

at
12
–3
5

an
d
36
–5
9
m
on

th
s
of

ag
e,

re
sp
ec
tiv
el
y,
in
ch
ild
re
n

re
ce
iv
in
g
Bo

lsa
Fa
m
ili
a,
an
d
no

Cruz et al. International Journal for Equity in Health  (2017) 16:161 Page 6 of 12



Ta
b
le

1
Se
le
ct
ed

St
ud

ie
s,
C
C
T
pr
og

ra
m
,c
ou

nt
ry
,s
tu
dy

de
si
gn

,S
D
H
as
so
ci
at
ed

to
be

ne
fic
ia
rie
s
an
d
he

al
th

ou
tc
om

es
(C
on

tin
ue
d)

di
ffe
re
nc
e
at
0–
11

m
on

th
s
of

ag
e.

13
Ef
fe
ct

of
a
co
nd

iti
on

al
ca
sh

tr
an
sf
er

pr
og

ra
m
m
e
on

ch
ild
ho

od
m
or
ta
lit
y:
a

na
tio

nw
id
e
an
al
ys
is
of

Br
az
ili
an

m
un

ic
ip
al
iti
es

[2
6]

Bo
ls
a
Fa
m
ili
a

Br
az
il

M
ix
ed

ec
ol
og

ic
al

de
si
gn

,c
om

bi
ni
ng

an
ec
ol
og

ic
al
m
ul
tip

le
-

gr
ou

p
de

si
gn

w
ith

a
tim

e-
tr
en

d
de

si
gn

M
un

ic
ip
al
iti
es

w
ith

a
lo
w
er

so
ci
oe

co
no

m
ic

st
at
us

Ef
fe
ct
s
of

Bo
ls
a
Fa
m
ili
a
on

un
de

r-
5
m
or
ta
lit
y
ra
te

U
nd

er
-5

m
or
ta
lit
y
ra
te
,o
ve
ra
ll

an
d
re
su
lti
ng

fro
m

po
ve
rt
y-

re
la
te
d
ca
us
es
,d

ec
re
as
ed

as
BF
P
co
ve
ra
ge

in
cr
ea
se
d.

Th
e

ra
te

ra
tio

s
(R
R)

fo
r
th
e
ef
fe
ct

of
th
e
BF
P
on

ov
er
al
lu

nd
er
-5

m
or
ta
lit
y
ra
te

w
er
e
0.
94

fo
r

in
te
rm

ed
ia
te

co
ve
ra
ge

,0
.8
8
fo
r

hi
gh

co
ve
ra
ge

,a
nd

0.
83

fo
r

co
ns
ol
id
at
ed

co
ve
ra
ge

.T
he

ef
fe
ct

of
co
ns
ol
id
at
ed

BF
P

co
ve
ra
ge

w
as

hi
gh

es
t
on

un
de
r-
5
m
or
ta
lit
y
re
su
lti
ng

fro
m

m
al
nu

tr
iti
on

(R
R
0.
35
)a
nd

di
ar
rh
oe
a
(0
.4
7)
.

14
Ef
fe
ct
s
of

un
co
nd

iti
on

al
an
d

co
nd

iti
on

al
ca
sh

tr
an
sf
er
s
on

ch
ild

he
al
th

an
d
de

ve
lo
pm

en
t
in

Zi
m
ba
bw

e:
a
cl
us
te
r-
ra
nd

om
is
ed

tr
ia
l[
22
]

M
an
ic
al
an
d
H
IV
/

ST
D
Pr
ev
en

tio
n

Pr
oj
ec
t

Zi
m
ba
bw

e
Ex
pe

rim
en

ta
l

Lo
w
-in

co
m
e
le
ve
l,
ha
vi
ng

or
ph

an
s
or

be
in
g
ch
ild
-

he
ad
ed

or
el
de

ry
-h
ea
de

d
ho

us
eh

ol
d
or

ha
vi
ng

ill
or

di
sa
bl
ed

ho
us
eh

ol
d
m
em

be
r

Im
pa
ct

of
th
e
C
C
T
on

th
e

pr
op

or
tio

n
of

ch
ilr
en

yo
un

ge
r
th
an

5
ye
ar
s
w
ith

up
-t
o-
da
te

va
cc
in
at
io
ns

Th
e
pr
op

or
tio

ns
of

ch
ild
re
n

ag
ed

0–
4
ye
ar
s
w
ith

co
m
pl
et
e

va
cc
in
at
io
n
re
co
rd
s
w
as

3.
1%

gr
ea
te
r
in

th
e
U
C
T
gr
ou

p
an
d

1.
8%

gr
ea
te
r
in

th
e
C
C
T
gr
ou

p
th
an

in
th
e
co
nt
ro
lg

ro
up

.

15
Br
az
il’
s
C
on

di
tio

na
lC

as
h
Tr
an
sf
er

Pr
og

ra
m

A
ss
oc
ia
te
d
W
ith

D
ec
lin
es

In
In
fa
nt

M
or
ta
lit
y
Ra
te
s
[2
7]

Bo
ls
a
Fa
m
ili
a

Br
az
il

M
ix
ed

ec
ol
og

ic
al

de
si
gn

,c
om

bi
ni
ng

an
ec
ol
og

ic
al
m
ul
tip

le
-

gr
ou

p
de

si
gn

w
ith

a
tim

e-
tr
en

d
de

si
gn

M
un

ic
ip
al
iti
es

w
ith

lo
w
er

le
ve
ls
of

ch
ild

de
ve
lo
pm

en
t

an
d
he

al
th

se
rv
ic
es

co
ve
ra
ge

A
ss
oc
ia
tio

n
of

Bo
ls
a
Fa
m
ili
a

on
ch
ild

m
or
ta
lli
ty

ra
te
s

(in
fa
nt

m
or
ta
lit
y
ra
te
,

ne
on

at
al
an
d
po

st
na
ta
l

m
or
ta
lit
y
ra
te
)

D
ur
in
g
th
e
fir
st
fiv
e
ye
ar
s
of

th
e

pr
og

ra
m
,B
FP

w
as

as
so
ci
at
ed

w
ith

a
sig

ni
fic
an
t
9.
3%

re
du

ct
io
n
in
ov
er
al
li
nf
an
t

m
or
ta
lit
y
ra
te
s,
w
ith

gr
ea
te
r

de
cl
in
es

in
po

st
ne
on

at
al

m
or
ta
lit
y
ra
te
s
th
an

in
m
or
ta
lit
y

ra
te
s
at
an

ea
rli
er

ag
e
an
d
in

m
un

ic
ip
al
iti
es

w
ith

m
an
y
us
er
s

of
Br
az
il’s

Fa
m
ily

H
ea
lth

Pr
og

ra
m

th
an

in
th
os
e
w
ith

lo
w
er

us
e
ra
te
s.
Th
er
e
w
er
e

al
so

la
rg
er

ef
fe
ct
s
in

m
un

ic
ip
al
iti
es

w
ith

hi
gh

er
in
fa
nt

m
or
ta
lit
y
ra
te
s
at

ba
se
lin
e.

16
Fi
na
nc
ia
li
nc
en

tiv
es

in
he

al
th
:N

ew
ev
id
en

ce
fro

m
In
di
a’
s
Ja
na
ni

Su
ra
ks
ha

Yo
ja
na

[4
0]

Ja
na
ni

Su
ra
ks
ha

Yo
ja
na

In
di
a

O
bs
er
va
tio

na
l,
co
ho

rt
st
ud

y
Lo
w
-in

co
m
e
w
om

en
w
ith

lo
w
-
ed

uc
at
io
na
ll
ev
el
s,

et
hn

ic
ity

Ef
fe
ct
s
of

JS
Y
on

ne
on

at
al

or
ea
rly

ne
on

at
al
m
or
ta
lit
y

Th
e
re
su
lts

sh
ow

ed
th
at

ca
sh

in
ce
nt
iv
es

to
w
om

en
w
er
e

as
so
ci
at
ed

w
ith

in
cr
ea
se
d

up
ta
ke

of
m
at
er
ni
ty

se
rv
ic
es

bu
t
th
er
e
is
no

st
ro
ng

ev
id
en

ce
th
at

th
e
JS
Y
w
as

Cruz et al. International Journal for Equity in Health  (2017) 16:161 Page 7 of 12



Ta
b
le

1
Se
le
ct
ed

St
ud

ie
s,
C
C
T
pr
og

ra
m
,c
ou

nt
ry
,s
tu
dy

de
si
gn

,S
D
H
as
so
ci
at
ed

to
be

ne
fic
ia
rie
s
an
d
he

al
th

ou
tc
om

es
(C
on

tin
ue
d)

as
so
ci
at
ed

w
ith

a
re
du

ct
io
n
in

ne
on

at
al
or

ea
rly

ne
on

at
al

m
or
ta
lit
y.

17
A
nt
hr
op

om
et
ric

as
se
ss
m
en

t
an
d
fo
od

in
ta
ke

of
ch
ild
re
n
yo
un

ge
r
th
an

5
ye
ar
s
of

ag
e
fro

m
a
ci
ty

in
th
e

se
m
i-a
rid

ar
ea

of
th
e
N
or
th
ea
st
er
n
re
gi
on

of
Br
az
il
pa
rt
ia
lly

co
ve
re
d
by

th
e

bo
ls
a
fa
m
íli
a
pr
og

ra
m

[3
0]

Bo
ls
a
Fa
m
ili
a

Br
az
il

O
bs
er
va
tio

na
l,
cr
os
s-

se
ct
io
n
st
ud

y
Lo
w
-in

co
m
e
lo
ca
tio

ns
an
d

ho
us
eh

ol
ds

w
ith

a
lo
w
er

pr
ob

ab
ili
ty

of
w
at
er

su
pp

ly

A
ss
es
si
ng

w
ei
gh

t-
fo
r-
ag
e,

he
ig
ht
-fo

r-
ag
e
an
d
w
ei
gh

t-
fo
r-
he

ig
ht

z-
sc
or
es

of
ch
ild
re
n

en
ro
lle
d
in

Bo
ls
a
Fa
m
ili
a

O
f
th
e
st
ud

ie
d
ch
ild
re
n,
4.
3%

w
er
e
un

de
rw

ei
gh

t,
9.
9%

w
er
e

st
un

te
d
an
d
14
.0
%

w
er
e

ov
er
w
ei
gh

t.
Th
e
nu

tr
iti
on

al
st
at
us

of
ch
ild
re
n
w
ho

se
fa
m
ili
es

re
ce
iv
e
th
e
Bo

ls
a

Fa
m
íli
a
fin
an
ci
al
ai
d
w
as

no
t

si
gn

ifi
ca
nt
ly
di
ffe
re
nt

fro
m

th
os
e
w
ho

se
fa
m
ili
es

do
no

t
re
ce
iv
e
th
e
ai
d.

In
bo

th
gr
ou

ps
,

th
e
co
ns
um

pt
io
n
of

fru
its

an
d

no
n-
st
ar
ch
y
ve
ge

ta
bl
es

w
as

lo
w

an
d
si
m
ila
r.
C
hi
ld
re
n
fro

m
fa
m
ili
es

w
ho

re
ce
iv
e
th
e
ai
d

w
er
e
th
re
e
tim

es
m
or
e
lik
el
y
to

ea
t
ju
nk

fo
od

.

Cruz et al. International Journal for Equity in Health  (2017) 16:161 Page 8 of 12



studies that used a mixed ecological design, combining
an ecological multiple-group design with a time-trend
design (n = 3) (Table 1).
The articles presented studies of five CCT initiatives.

Eighty two percent of the articles presented CCTs
programs (n = 14) focused in alleviating household
immediate poverty and in improving children’s health
or/and schooling status by transferring cash to partici-
pants under the condition of children’s school attend-
ance, health visits and, in some cases, the attendance of
health education talks (Table 2). The remaining articles
(n = 3) were based on the Janani Suraksha Yojana pro-
gram, a CCT designed to prevent maternal and neonatal
mortality by providing cash to vulnerable women at the
time of delivery (Table 2).
In regard to the health outcomes presented, the majority

of the studies have presented biochemical or biometric
health outcomes, including height-for-age, weight-for-age,
weight-for-height and BMI-for-age in z-scores, birth
weight, prevalence of stunting, wasting, overweight and
hemoglobin concentration (n = 9). For the case of morbid-
ity, one study used the incidence of diarrhea and acute
respiratory infections, while six papers focused on child
mortality indicators (perinatal, infant, neonatal and
one-day mortality). In the case of health care services
utilization, child immunization and vaccination cover-
age were mainly adopted in the studies selected for our
final sample.
Although the majority of the studies reported poverty

as the main children’s vulnerability for participating in a
CCT program (n = 16), it was possible to identify other
SDHs in the households of the beneficiaries, impacting
the conditions in which their children are born, grow,
work, live and age [10].

Households that were CCT beneficiaries were associ-
ated with lower educational level for one or both parents
or the head of household (n = 5). CCT participants were
also likely to live in an underprivileged location (n = 5),
such as rural areas and minority groups regions. Gender
issues (n = 1) were also associated with participants,
including the existence of more female-headed house-
holds. Other SDHs of the participants were related to
age (elderly-headed households, older women and child-
headed households), race and ethnicity, coping with
people with illness and disabilities and having or being
an orphan in the household (Table 1).
The effects of CCTs on children’s health outcomes

under the cited SDH were mostly positive. Studies that
used immunization rates or vaccination coverage reported
that CCT programs “led to a significant increase in child-
hood immunization rates” especially in high-priority loca-
tions (most vulnerable) in India [20] and the vaccination
coverage increased more than 95% in Nicaragua for “chil-
dren who live further away from a health facility or whose
mothers are less educated” [21]. In Africa, the CCT arm of
the randomized trial of a cash transfer program in
Zimbabwe also showed an increase in up-to-date vaccin-
ation for children under 5 years old [22]. Improvements in
child morbidity were also reported in Mexico where the
incidence of diarrhea and acute respiratory infections has
been reduced because of the participation in the CCT
[23]. In the case of diarrhoeal diseases, the program had a
significant positive effect among children in the most de-
prived households [23].
Nevertheless, the effects of CCTs were mixed for the

child mortality indicators and biochemical or biometric
health outcomes. Many of the CCTs in the present study
reported reduction of infant, perinatal and postnatal

Table 2 Health conditionalities of the CCT programs

No. CCT Program Country Health Conditionalities

1 Oportunidades (previously called Progresa
and currently named as Prospera)

Mexico The cash transfers are conditional on every household member’s participation in
three important health activities: growth monitoring from conception to age 5;
regular preventative health check-ups for all family members, including prenatal
care and immunizations, and; mother’s attendance at health, hygiene and
nutrition education talks.

2 Bolsa Familia Brazil The cash transfers are given under the conditions of complying with a health and
nutrition agenda, including antenatal care, vaccination, health and nutrition monitoring

3 Janani Suraksha Yojana India Eligible women receive cash assistance upon delivering in an accredited facility,
but women living below the poverty line also receive cash for deliveries outside
of health facilities for their first two births.

4 Red de Proteccion Social Nicaragua Cash transfer were transferred to the mother in the beneficiary household for
under the folowing health conditions of (1) bringing her children to scheduled
preventive health care appointments—once a month for children under 2 years
of age, and bimonthly (every other month) for those between two and five; (2)
attending bimonthly health educational workshops and; (3) ensuring adequate
weight gain for her children.

5 Manicaland HIV/STD Prevention Project Zimbabwe Children younger than 5 years linving in CCT houselholds had to be up-to-date
with vaccinations and attend growth-monitoring clinics twice a year.
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mortality [24–27]. In Mexico, for example, larger reduc-
tions in neonatal and infant mortality were among groups
with higher illiteracy rates and reduced access to electri-
city [24]. Studies concerning CCTs in India had conflicting
results for the same indicators [20, 28]. The main explan-
ation for this may be the difference in study designs and
methods of these papers [20].
Biochemical or biometric health outcomes had also

shown opposite results. In the case of Bolsa Familia, chil-
dren enrolled in the program were more likely to have
normal height-for-age and weight-for-age z-scores than
non-beneficiaries, being both groups from impoverished
areas [29]. Nonetheless, two other assessments of nutri-
tional outcomes for children under 5 years old showed
that no significant differences were found for underweight
and stunting between children participants and non-
participants of this CCT program [30]. These indicators
were also not different from the child population of Brazil
[31]. In both studies, authors prompted for more actions
in health education in order to enhance population aware-
ness of better food and nutrition practices.

Discussion
The present integrative review was conducted in order
to investigate if CCT programs create equality of oppor-
tunity in health for children under 5 years old. This
particular life stage was chosen because it is critical for
human development [13], which is the main purpose of
traditional CCT programs. In order to identify the
creation of equality of opportunity in health the present
study applied Roemer’s conceptual framework of equality
of opportunity and its capacity to mitigate the effects of
unfair inequalities on health outcomes [6].
Although the selected studies applied a myriad of

approaches and broad definitions for SDH, the literature
review identified some trends in the creation of equality
of opportunity in health for children by CCTs. First, we
identified that CCTs created health opportunities for
children because there were improvements in the health
status of children with a vulnerable SDH. Nevertheless,
creation of equality of opportunity in health for children
was more reliable in quasi-experimental and experimen-
tal studies, considering that these study designs are more
able to reduce causality bias.
In addition to this, it should be noticed that differ-

ences in the implementation phase, features and con-
texts of CCT programs could have affected the study
outcomes. For example, Bolsa Familia, the Brazilian
CCT, does not have health education lectures’ attend-
ance as a condition for the participants receiving the
cash transfer, even though these activities are seen as an
important tool for the adoption of healthier behavioral
practices [32]. On the other hand, Brazil has a large
school feeding program in public schools that could

complement the potential CCT effects on health and
nutrition.
Income transfers alone or the use of conditional mech-

anisms to improve health may not be able to mitigate
health inequalities in the presence of poor access to
health services. Therefore investment in the supply-side
of health services in the geographic locations targeted by
the CCTs would improve health outcomes [33].
In addition, it should also be noticed that CCTs were

mainly created for poverty reduction and development.
Since many of the vulnerable groups are negatively
affected by health inequities, the lack of access to financial
resources could limit improvements in health status [33].
From a SHD perspective, income transfer alone is

insufficient to mitigate unfair health inequalities because
there is also a need to empower the most vulnerable and
marginalized groups [34]. Although there is evidence of
women empowerment through the participation of
CCTs [35] and important advances in social inclusion
[5], CCTs could inhibit social participation since the
large-scale programs operate with a top-bottom approach
in which governments dictate the eligible criteria and cash
transfer conditions without any participation of the
targeted population. Therefore, hierarchy powers in the
case of CCTs could undermine the control that individuals
and communities have over their lives [36].

Study limitations
Three main limitations of the present literature review
need to be acknowledged. First, although the methods for
searching the literature were systematic, it is not prudent
to guarantee that all relevant studies on the CCTs and
children’s health outcomes have been identified. There
was a limited number of languages and electronic biblio-
graphical databases adopted in the study. In addition to
this, our literature review used only second-handed data,
so publication bias could be an issue. Third, we have not
included gray literature, which have a considerable body
of literature regarding CCTs and child health and repre-
sent an important source of information.

Conclusions
CCTs seek to create life chances for children to over-
come poverty and exclusion, thus reducing inequality of
opportunity. We identified that CCTs created health op-
portunities for children, even though there was a variety
of study design and methods that made it a challenge to
compare study results.
The creation of health opportunities for children by

the CCTs could have positively impacted health inequal-
ities, but these results are reduced in face of poor health
services and limited social participation of beneficiaries
in the decisions regarding the implementation and con-
ditions of the program.
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Moreover, we noticed that there is a lack of methodo-
logical research focused in describing the mechanisms of
how this equality of opportunity functions, especially in
health. Our study tried to fulfill this gap by suggesting a
definition for the creation of equality of opportunity in
health based on the case of CCTs. In depth theoretical
studies regarding this concepts are important to improve
the construction of a framework to guide policy deci-
sions in health.
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